Desgn-Before and after observational study.
Setting-Four English family health services authorities.
Subjects-Patients in 22 practice populations who were operated on by their general practitioner or referred to hospital for minor surgery during April to June 1990 or April to June 1991.
Main outcome measures-Numbers of minor surgical procedures undertaken in general practice and in hospital, numbers of referrals to hospitals for conditions treatable by a minor surgical procedure, and the mix ofdiagnoses and procedures undertaken in each setting.
Results-General practitioners claimed reimbursement for 600 minor surgical procedures during April to June 1990 and for 847 during April to June 1991, an increase of41%. Referrals to hospital for comparable conditions showed no compensatory decrease (385 during April to June 1990 and 388 during April to June 1991, 95% confidence interval for change in referrals -51 to 57), and the number of hospital procedures resulting from those referrals also remained constant (187 in the first period, 189 in the second, 95% confidence interval for change in procedures -36 to 40). The mix of procedures did not change significantly from one study period to the next in either setting.
Conclusions-Many or all ofthe additionalpatients receiving minor surgery under the terms of the 1990 contract may not have previously been referred to hospital. General practitioners seem not to have systematically shifted towards treating the more trivial cases. The overall increase in minor surgical activity may reflect an improvement in accessibility of care or changes in patients' perceptions and attitudes.
Introduction
Waiting times are shorter and costs to the NHS lower when minor surgery is performed in general practice rather than in hospital. ' 14 Quality of care, insofar as it has been measured, is broadly comparable in the two settings, and patients' satisfaction with minor surgery performed by general practitioners is universally high.
After many calls for general practitioners to be reimbursed for minor operations,' 7 the 1987 white paper on primary care recommended such payments on the grounds that "Patients would benefit from a rapid and more convenient service, and minor surgery cases would not take up time in out-patient departments which might be needed for more II) .
Practices varied widely in the extent to which the number of minor surgical procedures changed, from a fall of 50% to an increase of 1150%. As expected, the seven practices that began minor surgery in response to the 1990 contract increased their surgical workload substantially between April to June 1990 and April to June 1991 (mean increase 102% (95% confidence interval 73% to 131%)). The 15 practices that had performed some minor surgery before the 1990 contract showed a more modest increase (23% (10% to 37%)). Consistently, referrals did not decrease as minor surgery by general practitioners increased: in only two practices was a rise in minor surgery by the general practitioners accompanied by a comparable fall in referrals.
The increase in surgical activity by general practitioners was across all types of procedure ( Procedure  1990  1991  Total change  1990  1991  Total change   Injection  22  17  39  -23  196  255  451  30  Aspiration  4  5  9  25  17  31  48  82  Incision   0  2  2  -57  61  118  7  Excision  85  97  182  14  197  306  503  55  Cautery, etc  75  67  142  -11  107  156  263  46  Other/not known  1  1  2  0  26  38  64  46  None  83  80 Only 58% of patients who were referred and whose notes could be scrutinised were treated surgically; a proportion failed to attend outpatient appointments and a further proportion were reassured or given advice or non-interventive treatment. The likelihood of each of these outcomes did not change significantly from the first study period to the second (x2=_101, df= 3, p= 0 8) (figure). The overall accuracy of general practitioners' referral records was high. However, a fall in referrals could theoretically have been masked if the general practitioners had recorded minor surgical referrals less conscientiously during the first part of the study than during the second. We therefore examined the numbers of referrals for all reasons other than minor surgery that had been recorded by general practitioners during the two periods. In 14 of the 19 practices where these data had been collected the number of recorded referrals was not significantly higher during April to June 1991, which suggests that referrals were not systematically being missed in the first period. When the analysis was confined to these 14 practices the main conclusion was the same; the number of minor surgical procedures by general practitioners rose by 18% and referrals fell by 3% (95% confidence interval for change in referrals -21% to 14%, NS). There is thus strong evidence that the main result of the study was not attributable to a systematic improvement in the completeness of recording of referrals.
Discussion
A second artefact could have arisen if general practitioners who had been planning to introduce or to expand minor surgery services at some time after April 1990 delayed referrals which would otherwise have occurred during April to June 1990, artificially depressing the numbers of referrals made in the first study period. This again could have masked an underlying reduction in referrals between the two periods. However, general practitioners would have had to delay many such referrals to annul our results.
One or both of these artefacts could conceivably have contributed to the observed result. However, the increase in minor surgery by general practitioners was so large that hospital referrals would have had to fall by 64% for the study to have concluded that minor surgery by general practitioners is purely a substitute for hospital activity. Within these practices therefore a large proportion of minor surgery performed under the terms ofthe 1990 contract is on patients who would not hitherto have been referred to hospital.
REPRESENTATIVENESS
Whether these observations reflect changes in practices throughout England depends on the representativeness of the sample. Our study design excluded practices that did not keep named records of referrals. Such practices (and those refusing to take part) may have differed in some respects from the practices in the sample, so it is possible that the sample was not representative of all practices offering minor surgery. Logically, however, there is no strong reason to suppose that minor surgery by general practitioners in practices which refused to take part in our study or in practices which failed to keep good records of referrals would substitute for hospital referrals to a greater extent than we found in our sample. 
Introduction
The protozoan Cryptosporidium parvum has emerged during the past decade as a cause of severe diarrhoea in immunodeficient patients. Cryptosporidiosis is also recognised as a cause of diarrhoea in otherwise healthy people but the infection is thought to be self limiting.' However, associations have been reported between cryptosporidiosis and failure to thrive or malnutrition,' persistent diarrhoea,23 and impaired delayed skin hypersensitivity4 in immunocompetent patients, particularly children in developing countries. We conducted a community study to investigate the epidemiology of cryptosporidiosis in a cohort of young children in Guinea Bissau, West Africa.
Subjects and methods
The study was conducted as part of a three year prospective community based surveillance of diarrhoea among children aged below 4 years from a semiurban district, Bandim II, in the capital of Guinea Bissau.5 In brief, all children bom after 1 June 1984 residing in a random sample of 301 houses were included in the study, which started on 1 April 1987. Children bom in or moving to these houses were also included. Children who moved within the area were followed up from their new houses. Follow 
